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Historically, physicians practiced medicine in
communities with patients who had similar cultur-
al and racial backgrounds to their own. The racial
and ethnic composition of the United States has
changed significantly in recent years, and is pro-
jected to become even more diverse. According to
the United States Census Bureau, African
Americans, Hispanics, Asian Americans, Pacific
Islanders, and Native Americans are currently 25%
of the U.S. population,' and this proportion is
expected to increase to 36% by the year 2020.2
Some areas in the United States will be influenced
by these patterns more than other areas.

For example, it is estimated that by 2020 only
33% of the California population will be non-
Hispanic whites.3 Plans to care for these ethnically
and culturally diverse patients must include
providers with an understanding and appreciation
of cultural diversity. The following case demon-
strates this point.

CASE
Mr. C.R. was a 35-year-old Mexican male immi-

grant with limited English proficiency who resided
in the United States for four years. He initially pre-
sented with complaints of frequency, nocturia, hesi-
tancy and suprapubic pain that had been present for
several months. A previous physician prescribed an
antibiotic for prostatitis. After two weeks, he report-
ed no improvement and sought care from a hospital-
based urgent care clinic. During this visit, the physi-
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cian documented a boggy, tender prostate, moder-
ately increased blood pressure, and a normal urinal-
ysis, for which he prescribed a different antibiotic
for prostatitis. There were no bilingual providers or
interpreters at the previous medical encounters.

On his third visit, a Spanish-speaking provider
saw the patient. The patient was able to express his
concern about his continued symptoms. He was
discouraged and tired from interrupted sleep sec-
ondary to nocturia. Additionally, he lost his job
because he took "too many long bathroom breaks."

Mr. C.R. had been relatively healthy except for
a motor vehicle accident 10 years earlier. His
injuries included skull, left upper extremity and
right lower extremity fractures. He had been hospi-
talized for a month, during which time he had a
urinary catheter in place. Since this time, he report-
ed difficulty voiding, but this improved after taking
herbal medicines to "clean his system."

When he came to the United States, he experi-
enced worsening urinary symptoms and sought
help from an herbalist. He had taken many differ-
ent herbal remedies-including cat's claw, horse-
tail, papaya pills, and corn silk pills. The herbalist
also prescribed iridology and reflexology for Mr.
C.R. He continued with the herbal medicines, but
his symptoms worsened. Under the advice of his
herbalist, the patient sought medical treatment.

On physical examination, he appeared fatigued
with a flattened affect. His blood pressure was
170/100 in both arms. His neurologic examination
was normal. He had a distended bladder on percus-
sion. His laboratory data revealed the following:
potassium 5.4, BUN 68, creatinine 6.4, Hematocrit
33. His HIV and RPR were negative. His renal
ultrasound revealed bilateral hydronephrosis.

The patient was admitted to the hospital after
attempted urethral catheter placement failed. A
suprapubic catheter was placed, and the post-void
residual was 2.5 liters. The patient agreed to dis-
continue all herbal medicines only after his herbal-
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ist was in agreement. He was diagnosed with a ure-
thral stricture, possibly resulting from previous
trauma. The catheter remained in place for one
month. His blood pressure and renal function nor-
malized, and he underwent a surgical procedure to
relieve the urethral obstruction. The patient
resumed herbal medicines to clean his system, and
he is voiding without difficulties.

DISCUSSION
To effectively and efficiently treat patients, we

must appreciate the impact that culture has on
health care. Culture can be viewed as beliefs, val-
ues, and attitudes shared and perpetuated by mem-
bers of a social group.4 Culture is a complex whole
that also includes shared traditions, customs, lan-
guage, and norms that must be learned from fami-
lies and social communities.5 Each medical
encounter provides the opportunity for the inter-
face of several different cultures: the culture of the
patient, the culture of the physician and the culture
of medicine. This interface often influences adher-
ence to medical regimens, patient satisfaction,
health care utilization, and health outcomes.

The biomedical aspects of this case present a
fairly straightforward case of obstructive uropathy.
However, this case also demonstrates several key
cultural issues-including language, traditional
and herbal medicine, and differing cultural thresh-
olds in seeking health care from physicians versus
traditional health care providers and healers.

Language
Language and patterns of communication are

key components of culture and can be obstacles in
providing good medical care. Health care providers,
because of lack of availability or time constraints,
may not utilize reliable translation. In this case, on
at least two previous occasions, this Spanish-speak-
ing patient had no trained interpreter. The lack of
translation resulted in the physician's decreased
understanding of symptoms and delayed diagnosis,
and the patient's prolonged suffering, increased
frustration, and loss of employment.

Approximately 32 million people-nearly 14%
of the U.S. population-speak a language other
than English in their homes.6 The federal govern-
ment, as a major purchaser of health care and
enforcer of civil rights laws, has a large role in
ensuring language competence. In fact, the U.S.
Department of Health and Human Services Office

for Civil Rights views inadequate interpretation in
health care as a form of discrimination.'

In spite of this, many health care facilities do
not have salaried, professional interpreters avail-
able.78 Physicians that see patients with limited
English are thought to rely heavily on ad hoc inter-
preters, family members, hospital staff, other
patients, or no interpreter at all.

Each of these situations is obviously imperfect
and often result in errors in translation. One investi-
gator found that 23% to 52% ofphysician's questions
were mistranslated or not translated at all. The author
lists several examples of interpreter errors, including
"chest" for "ribs," "neck" for "tonsil," "teeth" for
'jaw," "fat" for "swelling,' "laxative" for "diarrhea."

Family dynamics also influenced translation. In
one example, a child was embarrassed to ask ques-
tions regarding menses and bowel movements.9 It is
easy to imagine that these errors could have poten-
tially significant clinical ramifications.

Alternative Medicine
The use of alternative medicines is another

important feature of this case. Complementary and
alternative therapies have been defined as practices
that are used to prevent or treat illness that are not
widely taught in medical schools and are not typi-
cally available in hospitals.'0 It has been estimated
that 60 million Americans used alternative medical
therapies in 1990.10 The authors of this report con-
ducted telephone interviews of more than 1,500
adults in a national sample and found that more
than 70% of the patients that reported using alter-
native therapies never told their physicians.'0 This
frequently unspoken issue may have important
implications for patient care.

Smaller studies that have examined the use of
alternative therapies, specifically in Mexican
Americans, have also found high rates of use. A sur-
vey of Mexican families in West Texas showed that
50% used folk medicines. These practices were not
influenced by educational level, employment, or pri-
mary language." Another study interviewed Mexican
Americans with Type 2 diabetes and found that herbs
were mentioned by 84% ofpatients as possible alter-
native treatments for diabetes. Most, however,
viewed these as supplements to medical therapy.'2

Although there is limited data on the safety and
efficacy of many of these treatments, it is important
to explore their use. Patients may rely on marketing
campaigns and anecdotes for justification to try
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these new therapies. As physicians, we must be con-
cerned about possible risks related to alternative
therapies. Because of less quality control, these
therapies may be more likely to have impurities.'3

For example, L-tryptophan, a synthetic version of
the amino acid, was found to have an impurity intro-
duced during the synthetic process that was respon-
sible for over 1,000 cases of eosinophilia-myalgia
syndrome, resulting in 38 deaths.'4 These therapies
may be toxic alone or in combination with other
medications. There are cases of overdose and death
related to the use of Herba ephedra (herbal
ephedrine), also known as ma huang.'0 This and
other examples make the case for having the discus-
sion with your patients, if only to safeguard them.

Additionally, physician knowledge of the
patients' use of these therapies can facilitate
responsible use and build partnerships with
patients. More than 80% of patients who reported
using alternative therapies combined these with
conventional medicine. '" Several authors have
found that use of alternative therapies is not con-
fined to patients of any particular social class or to
patients who seem to be dissatisfied with or mis-
trusting of conventional medicine.'6"17

Physicians discussing herbal medicines and
alternative practices may build trust and facilitate
future negotiations if such practices are found to be
harmful. In this case, horsetail and cat's claw, for
example, have diuretic activity that may have clin-
ical relevance. Even more important, perhaps, is
providing an environment in which the patient feels
comfortable discussing the use of these therapies,
healers, and other traditional medical practices
with the physician.

Cultural Aspects of Health Care
Seeking Behaviors

This case also demonstrates that seeking care at
physicians' offices and hospitals may be viewed as
a last option by patients. Patients may seek advice
from several sources-including family members,
friends, and as in this case, an herbalist.
Additionally, many medical symptoms are self-
diagnosed and self-treated.'8 Recognizing and
addressing previous attempts at treatment can help
demonstrate the course of the disease, identify
potentially harmful or helpful interventions taken,
and build therapeutic alliances.

In this case, rather than disregarding the practices
and beliefs of the patient, the physician contacted

the herbalist who was instrumental in maintaining
the patient's compliance with the therapeutic regi-
men. Recognizing that the patient had strong beliefs,
acknowledging these beliefs, and incorporating
them improved patient satisfaction and trust.

Plans to care for an even more ethnically and
racially diverse population must include building
cultural competence. This is an ongoing and inter-
active process, based on appropriate physician
knowledge, understanding, and appreciation of cul-
tural distinctions, and the impact this has on health
care. Cultural competence is broader than linguis-
tic competence discussed in this case and must go
beyond cultural sensitivity and knowledge. It must
include having skills and the ability to effectively
navigate cross-cultural encounters.

We practice medicine most often from a medico-
centric point of view. In our role as physicians, the
tradition of medicine and the medical culture often
override our own individual cultures when caring for
patients. Training to augment our ability to care for
our increasingly diverse society should be integrated
in medical schools, residency programs and contin-
uing medical education for practicing physicians.

We must be willing to participate in lifelong
learning that helps integrate the principles of bio-
medicine with the many beliefs and values of our
patients. We can accomplish this by improving com-
munication, knowledge, and negotiations to reach an
agreement for the best medical care possible.

REFERENCES
1. Resident Population Estimates for the U.S. by Sex, Race, and

Hispanic Origin: April 1, 1990 to July 1, 1999, with Short-Term
Projection to November 1, 2000. 2001. Available at: http://www.cen-
sus.gov/population/estimates/nation/intfile3- 1 .txt. Accessed October
20, 2001.

2. Projections of the Resident Populations by Race, Hispanic
Origin, and Nativity: Middle Series, 2016 to 2020. 2001. Available
at: http://www.census.gov/population/projections/nation/summa-
ry/np-t5-e.txt. Accessed October 20, 2001.

3. Organizational Training and Consulting: Why Diversity?
Why Now? National Multicultural Institute Website. Available at:
http://www.nmci.org/OTC/. Accessed February 15, 2001.

4. Orr, R., Treating Patients from Other Cultures. American
Family Physician, 1996; 53(6):2004-2006.

5. Spector RE. Culture, Health and Illness. In: Spector RE.
Cultural Diversity in Health and Illness. Stamford, CT: Appleton
and Lange: 1991:63-88.

6. Perez-Stable, E. and Napoles-Springer, A., Interpreters and
Communication in the Clinical Encounter. 2000; 108(6):509-5 10.

7. Woloshin, S., et al., Language Barriers in Medicine in the
United States. JAMA. 1995; 273(9):724-728.

8. Baker, D., et al., Use and Effectiveness of Interpreters in

734 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 95, NO. 8, AUGUST 2003



IMPACT OF CULTURE ON CARE

and Emergency Department. JAMA. 1996; 275(10):783-788.
9. Ebden, P., The Bilingual Consultation. Lancet. 1988; 1:347.
10. Eisenberg, D., et al., Unconventional Medicine in the

U.S.-Prevalence, Costs, and Patterns of Use. The New England
Journal ofMedicine. 1993; 328(4):246-252.

11. Marsh, WW, Hentges, K, Mexican Folk Remedies and
Conventional Medical Care. American Familyv Physician.
1988;37(3):257-262.

12. Hunt, LM, Arar, NH, Akana, LL, Herbs, Prayer, and
Insulin: Use of Medical and Alternative Treatments by a Group of
Mexican American Diabetes Patients. The Journal of Family
Practice. 2000;49(3):216-223.

13. Jonas, W, Alternative Medicine and the Conventional
Practitioner. JAMA. 1998; 279(9): p. 708-710.

14. Belongia, E., Hedberg C., and Gleich G., et al:, An
Investigation of the Cause of the Eosinophilia-Myalgia Syndrome
Associated With Tryptophan Use. N. Engl J Med, 1990. 323: p.
357-365.

15. Eisenberg, D., The Invisible Mainstream, in Harvard Med.
Alum Bull. 1996; 20-25.

16. Astin, J., Why patients Use Alternative Medicine: Results
of a National Study. JAMA. 1998;279(19):1548-1553.

17. Fumlham, A. and J. Forey, The Attitudes, Behaviors and
Beliefs of Patients of Conventional vs. Complementary (Alternative)
Medicine. Journal of Clinical Psychology. 1994; 50:458-469.

18. Dean, K., Self-Care Responses to Illnesses: A Selected
Review. Soc Sci Med., 1981;15: 673-687.

We Welcome Your
Comments

The Journal of the National Medical
Association welcomes your Letters to the
Editor about articles that appear in the JNMA
or issues relevant to minority health care.

Address correspondence to Editor-in-Chief,
JNMA, 1012 Tenth St. NW, Washington,
DC 20001; fax (202) 371-1162; or e-mail
ktaylorgnmanet.org.

HEAD, DEPARTMENT OF PEDIATRICS
UNIVERSITY OF MINNESOTA MEDICAL SCHOOL

The University of Minnesota Medical School seeks applications and
encourages nominations for the position of Head, Department of
Pediatrics. The University of Minnesota Medical School is one of the
nation's top public medical schools with a long tradition of enhancing
health through leading-edge education, biomedical research, and clinical
programs. The University's Academic Health Center (AHC) is one ofthe
nation's largest and most comprehensive centers; the AHC's vision and
strategic plan is to be a leader in establishing a new paradigm of health
education, research, and service. The Department of Pediatrics is a dis-
tinguished department known for its excellent patient care, exemplary
residency programs in pediatrics and medicine/pediatrics, and as a leader
in the acquisition of sponsored grants. The Head provides leadership in
the Department for the Medical School and AHC, and for children's clin-
ical programs in University of Minnesota Physicians and at Fairview-
University Children's Hospital; he/she is directly involved in the
University Pediatric Foundation and the Viking Children's Fund.
Candidates must be board certified with M.D. degree or foreign equiva-
lent, and will be responsible for the administration of the department as
well as its educational, clinical and research programs and the residen-
cy/fellowship programs. We seek a recognized leader with an outstand-
ing academic background and experience in academic administration. It
is preferred that the successful candidate understand the importance of
high quality patient care in the emerging health care market. The
University of Minnesota is an Affirmative Action/Equal Opportunity
Employer. The position will be open until filled.

Please send curriculum vitae to Eugene A. Bauer, M.D.
(bauere@kornferry.com) or mail to Korn/Ferry International,
1800 Century Park East, Suite 900, Los Angeles, CA 90067.

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 95, NO. 8, AUGUST 2003 735


